Introduction
Advances in medical knowledge and technology in western countries enable the medical profession to exercise greater control over life and death processes, and this capacity creates a number of moral and ethical dilemmas. People may live long periods with chronic, painful, debilitating conditions which are not terminal, or not immediately fatal; while many treatments, especially those of an invasive nature, or those used to treat the severely or chronically ill, also involve some element of risk, pain, and the possibility of greater or lesser permanent damage or temporary side-effects. There is increasing tension between the aim and the ability of medicine to sustain life and the requirement to relieve suffering, and in many situations the two (1) , and no unanimity on the moral and ethical status of decisions to forego treatment and actions taken to withdraw or terminate treatment (2) . Neither is there consensus on the question of whether the deliberate termination of life should continue to be illegal in all situations (3, 4) . Given medical ability to influence the manner and timing of death, there is growing public desire for increased participation in medical decision-making, and a recognition that it is no longer appropriate for the locus of authority in this area to be the sole prerogative of medical practitioners (5) .
These issues were addressed by examining the attitudes and practices of health professionals in South Australia towards the management of death, dying and euthanasia. The research aimed, firstly, to examine whether medical practitioners and nurses were ever asked to hasten the death of patients, and the ways such requests were handled; and secondly, to investigate how medical practitioners and nurses consider such requests could be handled, and whether guidelines should be established to clarify the current legal position. This article focuses on the findings concerning the attitudes and practices of medical practitioners (6) .
Methods
The list of medical practitioners registered to practise in South Australia, published by the Medical Board of South Australia, was used to obtain a ten per cent sample of 494 medical practitioners resident in South Australia. Mail-back, self-administered questionnaires were posted in August 1991. Twenty-five questions were included in the questionnaire, most of which could be answered with a tick, although five invited written responses. To maintain confidentiality the questionnaires were not marked numerically, nor were respondents required or asked to reveal their names or addresses. Two reminder/thank you letters were sent to all participants. A total response rate of 68 per cent was obtained, 60 per cent of which (298) were usable returns. All respondents were asked whether, in discussing the options of medical treatment available to a patient, they had ever suggested withholding or withdrawal of treatment as possible choices (see Table 1 ). There were statistically significant differences in response rates for withholding treatment according to age (7) and number of years of medical practice (8).
In response to the question: ' Table 2 ).
While there was a strong association between taking active steps which had brought about a patient's death and the receipt of a request, 49 per cent of those who had done so, had never received a request from a patient, and 54 per cent had never received a request from the family of a patient.
Not surprisingly, there was a strong association between taking active steps, and belief that such action was 'right'. Of all medical practitioners who had done so 50 per cent considered active steps to be 'right', and 32 per cent felt it was 'right' when requested by the patient. However, 18 per cent who had undertaken active euthanasia did not think such action was ever 'right', while ten per cent who had not, said active euthanasia was 'right', and a further 21 per cent of this group said active euthanasia was 'right' if requested by the patient.
Persons who had practised active euthanasia (56 respondents) were asked if they felt they had done the 'right' thing. Eighty-five per cent said yes, 13 per cent considered they had not, while one per cent were unsure. An open-ended question requested an explanation, and the reasons given most frequently were: (i) this action had relieved pain, suffering and distress experienced by the patient (42 per cent of To ascertain the level of awareness of current legislation in South Australia pertinent to the management of death and dying, all respondents were asked firstly, whether they were aware of The Natural Death Act, 1983 (9), and secondly, how many times in the last five years they had been presented with declarations made under this act. Seventy-two per cent were aware of the legislation, but only 24 per cent had been presented with declarations.
As the current legal position of medical practitioners who withdraw or Table 4 .
Conclusion
The growing tension between the dual roles of sustaining life and relieving suffering has resulted in The research found that there was some preparedness by medical practitioners to overlook the law and take active steps to hasten the death of their patients, and that the majority of those who had were confident they had done the right thing in the circumstances. This suggests that a minority within the medical profession perceive the law as too rigid to allow for the problems posed by individual situations, and that legality, morality and ethical behaviour are not necessarily regarded as synonymous. However, the disjunction between medical practice and the law, and individual justifications for it given by those involved, do not by themselves constitute sufficient reasons for making official changes to current codes of practice relating to active euthanasia.
Medical practitioners were divided on the question of the legalisation of active euthanasia, with considerable and almost equal minorities opposed to, or in favour of changes in the law. Among those who favoured the legalisation of active euthanasia there was some agreement that terminal illness and intractable pain and suffering constituted circumstances in which active euthanasia could or should be legal. However, there were minority opinions that poor quality of life, mental disability and physical handicap should also be valid circumstances for active euthanasia. The diversity of opinion on these issues invites caution to ensure that in framing guidelines or legislation, current abuses Table 4 Suggested circumstances under which it should be legally possible for medical practitioners to take active steps to bring about a patient's death 
